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treatment of the contents. (4) Separation and isolation of the sac to the
highest possible point, which ought to be well above its neck. (5) Ligature
and removal of the sac. (6) The formation or reconstruction of the posterior
wall of the canal by suture of the lower edge of the internal oblique muscle
and transvcrsalis muscle and conjoined tendon to the inguinal ligament
behind the cord. (7) Repair of the external oblique muscle, the margins
being overlapped if the structure is at all lax. (8) Careful suture of the skin,
and dressing with support of a bandage for at least forty-eight hours,
after which the dressing may be fixed with collodion or strapping. Chromic
gut is the best suture material.
If the wound heals satisfactorily young healthy adults may be allowed After-cars
to get up and about, carefully, in a fortnight, but older patients should
remain in bed for three weeks. Light work may be resumed in five or six
weeks from the operation but very heavy work not before three months
have elapsed.
During the operation great care must be taken not to injure the femoral Complications
vessels. This accident can always be avoided by passing the needle amlse{iuelae
through the inguinal (Poupart's) ligament from its (hep surface, the floral
ligament being thus lifted from the vessels before being actually pierced vessels
by the needle. Care must also be taken not to injure the bladder (see
also p. 502).
Among local sequelae the commonest is haematoma of the cord. This Haematoma
may become apparent about ten days after the operation. The swelling,
which may be considerable, is at first diffuse but gradually becomes
localized as a firm rounded lump. It nearly always readily undergoes
absorption, without affecting the after-result. Suppuration is very rare.
The importance of haematoma is the mental disturbance which may
occur if the patient discovers the lump and assumes that the operation
has failed.
Hydrocele and atrophy of the testicle, now rare sequelae, were prob- Hydrocek
ably due to removal of the veins of the cord whea that practice was
usual.
Operation In the female
In principle the operation in the female is the same as in the male; but,
as there is no spermatic cord to consider, the canal may be completely
closed after removal of the sac. Whenever possible the round ligament
should be separated from the sac and left in situ. If this structure is
closely incorporated with the sac it may be removed with it, apparently
without detriment.
When the sac descends far into the vulva its separation may involve Treatment
considerable bleeding from the vascular tissues of the labium, and a
troublesome haematoma may result. In these circumstances the sac
may be cut across as it enters the vulva, the upper part being separated
and ligatured off. The fundus may then, after the plan associated with
the name of A. E. Barker, be left in situ, a satisfactory procedure which
simplifies the operation materially. If this method is adopted the mouth
of the portion left behind must not be closed.

